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NINETEEN CASES OF URETHRAL STRICTURE

TREATED BY INTERNAL URETHROTOMY.
WITH REMARKS.

BY G. H. TILDEN, M. D., AND F. S. WATSON, M. D.

Op the nineteen cases of urethral stricture subjected
to Otis's operation of internal urethrotomy, to the
consideration of which we beg your attention this
evening, thirteen have been treated by ourselves, and
for the opportunity of reporting the remaining six we
are indebted in two instances to the kindness of Dr.
Morse, and in the other four to that of a member of
the Carney Hospital staff.

In presenting this short series we wish to offer first
an analysis of the cases, and subsequently state a few
conclusions to which we have been led by our experi-
ence.

analysis of cases.
Causation. In all cases gonorrhoea.
Duration of Symptoms of Stricture. Average du-

ration, six years. Longest duration, twenty years.
Shortest duration, one month.

Age of Patients. Four cases aged respectively fifty,
sixty-six, forty-five, forty-nine ; all the rest were young
men under forty.

Symptoms. Gleet was present in all cases except
one, and the only symptom in three. Abnormal fre-
quency of micturition in ten. Pain or uneasiness on
micturition in eight. Neuralgic pains in back and legs
in six. Changes in size or form of stream in ten.
Muscular and mental fatigue in all.

Number, Size, Situation, and Character, of Strictures.
The strictures were all well organized. All anterior
to four inches from meatus except one, which was sit-
uated at five and a half inches. The largest number
of strictures in any one urethra was five. In four
cases there were three strictures. Iu seven cases there
were two strictures. In the rest there was one in each
instance.

The calibre of the strictures varied in different cases
from fourteen to thirty-one French scale. A detailed
table follows:

—

No. of Case. Normal Calibre
of Urethra.

No. and Situation
of Strictures.

Their Calibre
(French.)

10
11
12
13
14
15
16
17
18
19

34
34
34
40
31
32
31
31
34
32
34

34
33
30

At 1 inch, at 1J, at 3^.
At £ inch, at 1, at 3.
At | inch, at 2J, at3J.
At | inch, at 3£.'
At 2£ inches.
At 3| inches.
At 2| inches, at 3J.
At 3| inches, at 5£.
At 3 inches.
At £ inch, at 3.
Atiinch,at2i,at2|.
At 3 inches.
At 2J inches, at 3.
At 2 inches, at 2£.
At 1\ inches.
At 3 inches, at 3£.Five strictures.
At 3 inches.
At 1 inch.

26.
21, 21, 22.
23, 21, 24.
31, 21.
28.
26.
21, 21.
15,15.14.
29, 29.
28. 21, 21.
25.
21,27.
23, 24.
18
25, 22.
23.
30.
23.

Complications. In one case gonorrbceal rheuma-
tism. In one case hypertrophied prostate. Examina-
tion showed no renal complication in the urine of any
of these patients.

1 Read before the Surgical Section of the Suffolk District Medical
Society, October 13, 1883.

Preparatory treatment consisted in all cases of rest
in bed, quinine, citrate of potash, or buchu, and a care-
ful diet for from thirty-six to forty-eight hours preced-
ing the operation.

Following the operation five of the nineteen cases
had constitutional disturbance, consisting of one or
more chills and a rise of temperature.

One of these cases had partial suppression of urine
during thirty-six hours, several chills, and a high tem-
perature ; this was the only case which had a serious
aspect.

In the other four cases the chill and fever occurred
within thirty-six hours after the operation, and were
not repeated.

Hemorrhage. None of consequence occurred in
any case. The average length of confinement to the
hospital was six days. The longest period was fourteen
days. Tbe shortest two days.

Chordee. In four cases no chordee followed the oper-
ation ; in all the others chordee was present to a greater
or less extent.

Cessation of Gleet after the Operation. Gleet had
been present for several years previous to the opera-
tion in most of the cases. In thirteen cases gleet
ceased entirely after the operation. The average time
of its persistence in these cases was thirty-two days.
Tbe longest lasted three months. -The shortest lasted
ten days. In the remaining six cases gleet was present
in two at the end of ten weeks. Of the other four
two were lost sight of, a third had no gleet at any time.
A fourth case still had gleet at the end of five months.

cessation of gleet after operation.

No of
Case.

Previous Duration
of Gleet. Cessation after Operation.

9
10
11
12
13

15
16

17
18
19

Five years.
Three years.
Five months.
One year.
Two years.
Ten months.
Twelve years.
Uncertain.
Uncertain.
Three years.One year."
Five years.
Uncertain.

Uncertain.

Four years.
Nine months.

Ten months.
Uncertain.
No gleetat any time.

Six months.
Twelve months.
Nine months.
Four months.
Six months.
Four months.
Four months.
Three months.
Fourteen months.
Ten days.
Fourteen days.
Eighteen days.
Ten days ; recurrence at end of nine

months, with recontracted meatus.
Ten weeks after operation still has

gleet.
Ten weeks after operation still has

gleet.
Five months after operation still has

gleet.
Lost sight of case.
Lost sight of case.

Recontractions. In one case there has been a recon-
traction at the end of five months. In none of the
others was any present at the last examinations. The
time which has elapsed since operation is too short,
however, to enable us to state that a recontraction may
not yet occur in some of the cases.

Neuralgic pains, frequent micturition, except in one
case complicated by hypertrophied prostate, and gen-eral malaise have in all instances disappeared within
the first few days following the operation, and have not
returned.

Tbe conditions following internal urethrotomy, when
done by Otis's method, are, in an ordinary case, slighthasmorrhage, some pain during micturition, which varies
in amount iu different cases, and a moderate evening
rise in temperature for a day or two. Rest in bed
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is necessary for a few days, and confinement to the
house is advisable for about a week, at the end of which
time the only symptoms remaining are more or less
chordee and urethral discharge. All other symptoms
which may have been due to the presence of urethral
stricture, such as nocturnal and diurnal frequency of
micturition and reflex symptoms of a nervous char-
acter, disappear. There is quick relief also from the
fatigued condition both of mind and body which is so

frequent an attendant upon urethral stricture, and in
not a few instances a well-marked and rapid increase
of weight manifests itself after tbe operation. The
subsequent passage of sounds is oftentimes painful, but
much gratuitous suffering may be spared to the patieut
if each passage of sounds is begun with the introduc-
tion of an instrument several sizes smaller than the
full size to which the strictures have been divided.
The use of conical steel sounds is required after the
operation in order that the cut surfaces of the incised
wound of the urethra may not unite, but may heal
over from the edges, thus adding to the calibre of the
urethra at the point of incision double the depth of
the incision. By reason of the fact that in this oper-
ation the incisions are made anterior to the mem-
branous portion of the canal, it is never necessary, ex-

cept immediately after the operation, to pass the sounds
beyond this point, and always unadvisable, as the re-

peated passage of instruments through the prostatic
urethra exposes the patient to the risks of epididymi-
tis and prostatitis. They should as a rule be intro-
duced every other day, and the length of time for
which this should be done of course varies in each
case. When the incisions have thoroughly healed, a
fact indicated by the absence of blood upon tbe sound
and by the cessation of pain due to its introduction, if
the strictures have been completely divided it is no

longer necessary to subject the patient to this annoy-
ance.

The operation of internal urethrotomy cures gleet
in successful cases by removing stricture, which is the
cause of gleet, and in this way places the urethra in
the best state to recover from its chronic inflamed

- condition. Very often gleet will cease spontaneously
after the removal of the stricture by which it is kept
up, but sometimes other treatment is required either
to hasten the progress of cure or even to bring it about
at all. It should not be forgotten that there are other
conditions besides stricture which may sustain a gleety
discharge from the urethra. Areas of inflammation
behind the sphincter muscles of the urethra, implica-
tion of its lacuna? and follicles, irritating conditions of
the urine, and debility or lack of reparative power on the
part of the patient, may all of them perpetuate gleet.

Another cause for the persistence of a urethral
discharge, and one which is easily overlooked, is too
much and too long continued meddling with the ure-
thra by meaus of injections and the introduction of
instruments. In many cases, however, the urethral
discharge will cease spontaneously or with a little as-
sistance after the healing of the wounds.

The passage of full-sized sounds after the operation
serves another purpose than that of insuring the cali-
bre of the urethra, it being also good treatment for
the granular condition of the urethral mucous mem-
brane, which exists behind and between strictures, aud
from which comes the gleety discharge. By reason of
this it is sometimes advisable to continue their use
after the wounds due to the operation have healed.

Other methods of treatment are general and localized
injections and topical applications, preferably of a mild
solution of AgN03, to the inflamed areas of mucous
membrane. General hygiene is of great importance,
and preparations of iron are often useful. Copaiba,
cubebs, and sandal-wood oil are sometimes of assist-
ance, sometimes not. Their beneficial effect is soon
manifest if they are of service in any particular case,
otherwise they should be discontinued. Very essential
are abstinence from alcohol and sexual excitement.
Subsequent treatment should be continued until all
mucous shreds disappear from the orine, for these are

significant of areas of potential inflammation which, by
reason of causes ordinarily inefficient, may at any time
become actual.

The portion of the canal which shows the most
marked tendency to contract after division is the
meatus, and it is often extremely difficult to prevent
this. The best method of obviating this tendency is
to use a sharp knife, and to cut the orifice to as large
a size as possible without producing hypospadias. A
bit of lint smeared with carbolized vaseline should be
kept in the wound of the meatus, being removed dur-
ing micturition. The pain caused by micturition after
the operation may be mitigated by immersing the
penis in hot water during the act.

The dangers to life from internal urethrotomy
are,—

(1.) Hœmorrhage.
(2.) Suppression of urine.
(3.) Pyœmia.
(1.) Haemorrhage. This is rarely of any conse-

quence, and if detected is always to be controlled by
pressure with ease if tbe incisions are anterior to the
membranous 'urethra. Hence the necessity for limit-
ing the use of the urethrotome to strictures which are
anterior to this, and the reason for keeping the patient
in bed and under observation for some days. Pres-
sure may be applied to the fixed portion of the urethra
in two ways, either by the application of a T bandage
made of rubber and properly padded, which is fastened
to a belt around the waist, or by a crutch, the cross-

piece of which, well padded, is placed in the perinaaum,
while tbe other end rests against the foot-board of the
bed. The patient straddles and bears down upon this,
exerting in this way pressure upon the deeper portion
of the urethra. If the bleeding comes from the pendu-
lous portion of the canal a simple bandage, with side
splints, around the penis is sufficient, or the penis may
be compressed between the abdomen and the T band-
age mentioned above. The introduction and retention
for a short time of a full-sized sound is sometimes
effectual in arresting slight oozing of blood from the
canal.

(2.) Suppression of Urine. To be looked for only
in such cases as are complicated by renal disease.
The urine of every patient should be examined before
operating so that one's eyes may be opened to danger,
and the possibility of its occurrence be taken into ac-
count. If casts and albumen be present in the urine
the diseased condition of the kidneys is obvious enough,
but pyelitis, which is the common source of danger iu
operations upon the urethra, is sometimes very obscure
and difficult of detection, being often complicated and
masked by vesical disease.

Prophylaxis, such as it is, consists in preparing the
patient for the operation by rest, sedatives, quinine,
and diuretics.
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Actual Treatment. The skin and intestines should
be made to supply the place of the kidneys for the
time being so far as possible. This means hot baths,
and pilocarpiue, and hydrogogue cathartics. This di-
rection of treatment was well indicated iu one of our
own cases where during the time, thirty-six hours, in
which there was suppression of urine, there was copi-
ous and spontaneous diarrhoea, which ceased as soon
as the kidneys resumed their function. Unfortunately
the above drugs besides their specific action have a

very depressing effect, and this fact should not be for-
gotten. Counter-irritants over the kidneys are sup-
posed to be of use in relieving the congested coudition
of those organs which very likely exists during suspen-
sion of their functional activity, and stimulants should
be given in order to support the patieut.

(3.) Pyœmia is a question of hospital influence and
cleanliness of instruments. The urethrotome is an
instrument very difficult to cleau and keep clean. The
best method of cleaning it is to boil it in water after
each operation. If the urine is foul and ammoniacal
by reason of cystitis antiseptic injections are of use.

The unpleasant complications of this operation which
are not dangerous to life are, —

(1.) Urethral chill aud fever.
(2.) Urethritis.
(3.) Chordee and curvature of the penis.
(4.) Periurethral abscess.
(1.) Urethral Chill and Fever. This chill is not

very uucommoii. It is usually single, and is a source
of annoyance rather than of danger. Coming on after
one of the first acts of micturition, generally within
thirty-six hours of the operation, it is followed by a
considerable rise in temperature as high as 103° F. to
104° F. This febrile condition lasts a few hours and
gradually subsides, with profuse sweating, and there is
no repetition of tbe attack.

Prophylaxis consists in rest iu bed before the opera-
tion and the administration of diuretics and quinine.

Actual Treatment. During chill, heat and stimulants.
For the febrile coudition aconite is the best drug, com-
bined with morphia if a sedative is required.

(2.) Urethritis. This is to be avoided by reducing
any existing urethral discharge to a minimum be-
fore operatiug. As little violence as possible should
be done to the urethra in operating, which means

employing a sharp knife, not using the instrument as
a divulsor, aud making as few cuts as possible. The
subsequent application of cold, in the shape of a cold
water coil around the penis, is useful iu preventing
both bleeding and urethritis. The latter is to be
treated by the application of hot water, and if the
urethritis is septic in character, by the retrograde in-
jection of some antiseptic wash, or by tbe introduc-
tion and retention in the urethra of iodoform bougies.
Of course, during the existence of urethritis instru-
ments should not be passed into the urethra, and
acute inflammation of the canal after the operation is
apt to destroy the chances of good to be derived from
the latter.

(3.) Chordee or Curvature of the Penis. A certain
amount of chordee is present in almost every case. It
begins on the fourth or fifth day and lasts from two to
three weeks, being a source of annoyance to the pa-
tient. It corresponds iu duration and severity to the
urethritis present, and is to be avoided by keeping the
latter at a minimum.

(4.) Periurethral Abscess. An uncommon accident,

of which we have had no experience. Bevan, of Bal-
timore, reports four instances in a series of two huu-
dred cases of this operation. It should be treated on

general surgical principles.
In comparing Otis's operation with other methods of

treatment for urethral stricture, the following remarks
suggest themselves :

—Divulsion is undoubtedly a safe operation aud is
temporarily very effective, but it is open to adverse
criticism. It is a rough and indiscriminating applica-
tion of force which does not recognize the individuality
of the urethra. That one urethra differs from another
in calibre, and that the average calibre of the urethra
is larger than the largest-sized divulsor which is in
ordinary use are already demonstrated facts, and by
reason of these facts it follows that mauy strictures
will remain incompletely divulsed, and therefore inad-
equately treated by this operation. The wound, also,
made by the divulsor, is a tear, the extent and direc-
tion of which are entirely out of the control of the
operator, being probably determined more by the size
and physical peculiarities of the stricture than by any
other factor. The operation is much more efficacious
in strictures of small calibre than in those of large
size. Such a lacerated wound of tlie urethral mucous

membrane, in cases of small stricture, is likely to be
transverse as well as longitudinal, and to result even-

tually in that for which it is but a temporary remedy,
namely, stricture of the canal. After divulsion it is as

necessary for the patient to introduce an instrument
for an indefinite period of time, as after treatment by
gradual dilatation.

It is precisely these faults which are avoided in
Otis's operation. In each case the work done is gradu-
ated exactly to the predetermined and individual size of
the urethra, and a longitudinal incision is made through
the stricture which has been put on the stretch in order
that it may be more completely divided. It has been
clearly demonstrated by Reybard, who was the first to
use a dilating urethratome, that longitudinal incisions
in the urethra do not of themselves result in stricture
of the canal.

It is interesting in this connection to note an extract
from the report of the committee who awarded the
prix d'Argenteuil to the treatise of Reybard upon
Urethral Strictures, Paris, 1853. " M. Reybard has
been led to adopt this method of operation by the
study upon animals of the method of cicatrization of
longitudinal wounds of the urethra. He has estab-
lished the fact that such wounds, when prevented from
reuniting, give rise to the formation of a cicatrix,—
smooth, thin, and non-retractile,

—

which, in adding it-
self to the walls of the urethra, augments its calibre.
The importance of this experimental fact has obliged
your committee to neglect nothing which was neces-

sary to prove its truth ; it has therefore repeated the
experiments necessary to demonstrate it."

Two dogs, whose urethras had been subjected to lon-
gitudinal incisions, were killed at the end of three and
four months. The results of the examination of the
parts which had been subjected to operation are as fol-
lows : " At the site of operation, a smooth, white cica-
trix, two and a half centimetres long, one centimetre
wide, aud resulting from the separate cicatrization of
the two surfaces of the wound. The urethra presented
at this point a notable enlargement."

In addition to the above, confirmatory evidence in
the same direction is afforded by the details of three
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autopsies upon the human subject who had been sub-
jected to internal urethrotomy, reported by M. Per-
riu.1

First case, autopsy three years after operation :
Stricture at the bulbous, and spongy junction ; the
stricture tissue was present at the autopsy, thirteen
millimetres long. It was dense and fibrous. . . . The
incision was plainly to be seen ; the lips of the wound
were still separated ; they were thick, rounded, and
fibrous, and slightly adherent to the subjacent tissues.
The floor of the wound was occupied by a thin, supple
tissue, perectly distinct from the strict tissue.

Iu two other cases death occurred iu twenty-three
and forty days after operation. In the first there was
no sign of inflammation or of induration. Under the
microscope it was seen that mucous membrane had not
been reproduced, and that the connective tissue cover-

ing the wound had no epithelial lining. In the second
tbe surface of the wound was covered by mucous mem-
brane.

The calibre of the urethra may be determined by
the use of the urethrameter, or if this cannot be
done on account of the small size or great number of
the strictures present, a sufficiently accurate guide to
the size of the canal is tbe relation which exists be-
tween it and the circumference of the penis, as first
pointed out by Otis. The rule is this, that a penis
of three inches in circumference possesses a urethra
which, when fully distended, is of thirty millimetres
calibre, aud every increase of a quarter of an inch in
the circumference indicates two millimetres increase in
the size of the canal. It is surprising how constant
this relation is, and in the many urethras which we
have examined the variations from the rule have been
that the calibre of the urethra was in reality larger
than indicated by the circumference of the penis.
Otis's instrument can only be used when the strictures
to be cut have a calibre of fifteen millimetres or more,
and if the contractions are smaller than this they may
either be enlarged to this size by gradual or continuous
dilatation, or immediately cut with Maisouneuve's in-
strument, Otis's instrument being used to complete
the operation. The meatus has to be enlarged iu
almost every instance, it being nearly always much
smaller than the rest of the canal. In 281 urethras ex-
amined with relation to this point by Otis and Weir, of
New York, and Gross, of Philadelphia, the average
size of the urethra was found to be 32.3 millimetres,
that of the meatus 24.5 millimetres.

The chances of serious constitutional disturbance
and danger to life in consequence of operations upon
tbe urethra depend much more upon the condition of
the patient than upon the method of operation. We
cannot here do better than to quote the late Dr. T. B.
Curtis upon this point, who, in an article upon The
Significance of Frequent Micturition,3 says, "A correct
and complete diagnosis is of the highest importance
for prognosis, since the success of all operations upon
the bladder or urethra, whether for stone or for stric-
ture, whatever procedure be employed-, is strictly and
almost exclusively dependent upon the degree to which
the kidneys and pelves are inaplicated. Operations
for stone or for stricture scarcely ever prove fatal un-
less the condition known as surgical kidney, consisting

1 De la Valeur de 1'Urethrot. Interne, Gazette des Hôpitaux, June
and July, 1865.

-

i'ublished in the Boston Medical and Surgical Journal of No-
vember 25, 1880.

in an inveterate suppurative pyelo-nephritis, be present.
Nevertheless, however valuable a correct knowledgeof the condition of the kidneys would be in such cases,
we are generally forced to content ourselves with pre-
sumptions based upon the long duration of the primary
disorder and the general condition of the patient.
Among the most ominous signs of deep-seated mischief
are polyuria, ' urinary dyspepsia,' and a liability to
chills and fever, occurring with or without apparent
cause." The above statement by Dr. Curtis places
the matter in its true light, and it is unfortunate that
the class of cases of which he speaks are very often
those in which the necessity for some operative inter-
ference is imperative.

We have been at the pains to examine the surgical
records of the Massachusetts General Hospital for the
past ten years with reference to the frequency of con-
stitutional disturbance during treatment for stricture,
with the following results: In forty-seven cases of
stricture treated by gradual dilatation there was one
death, aud constitutional trouble in 3G.17 per cent., or
in seventeen of the cases. In 113 cases treated bydivulsion during the same period of time there were
two deaths, and constitutional disturbance in 26.6 per
cent., or in thirty cases. The average length of time
for which these cases of divulsion were confined to the
hospital was sixteen days. The number of cases treated
in any other manner were too small to be worthy of
notice. In the series of cases taken from the Massa-
chusetts General Hospital records one point is worthy
of notice, namely, that treatment by gradual dilatation
was productive of constitutional disturbance in a largerproportion of cases than treatment by divulsion. In-
deed, it is not rare to see cases recover without an
unfavorable symptom after divulsion or internal ure-
throtomy which have previously suffered from severe
general symptoms during treatment by gradual dilata-
tion. It seems as if nature, irritated by impotent med-
dling, protested against such treatment until relieved
by some more radical proceeding. This holds true
more especially of small and numerous strictures of
long standing where there is either retention or much
difficulty in urination, and which are very likely com-
plicated by renal disease. Iu such cases, where gradualdilatatiou produces attacks of chills and fever, repeated
at each introduction of a bougie, this method of treat-
ment should not be persisted in, but divulsion or
urethrotomy should be done at once. There is noth-
ing to be gained by delay, and the more radical meth-
ods of attack will, without increase of danger, which is
always present in such cases, afford the most speedyremedy. An analogous relation holds between old-
fashioned lithotrity as done in several sittings, and
Bigelow's operation, which affords immediate aud per-
manent relief. In cases of stricture of large calibre
uncomplicated by disease, and where there is no man-
ifest dysuria, the converse of the above is probably
true, and internal urethrotomy causes constitutional
disturbance in a larger proportion of cases than would
gradual dilatation. In these latter cases, however, the
urethral chill and fever are not of serious import, and
are to be regarded as an unpleasant incident rather than
a serious drawback to an operation which offers lair
promise of a permanent cure. The exact nature of
this urethral chill is not known. It is possibly of
purely nervous character, and is never accompanied by
suppression of urine or any untoward consequences.Iu one case to which Dr. C. B. Porter has kindly
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allowed us to refer, where a slight operation upon the
urethra was followed by an attack of this kind, the
urine upon examination was found to contain large
quantities of a well-defined aud handsome specimen of
bacillus. A catheter had been left in the bladder after
the operation in the above case, but at all events, the
concurrence of tbe attack of chill and fever, with the
undoubted presence of micro-organisms in the urine,
is suggestive.

Internal urethrotomy being unsuited to strictures
situated posterior to the bulb by reason of uncontrolla-
ble ha;morrhage sometimes occurring and workiug back
into the bladder, they are if of small size well treated
by divulsion, although for such strictures external peri-
neal urethrotomy is now being regarded with more
favor than formerly. In the latter operation bleeding
is under control, and the operation itself dangerous to
life only in cases where any interference is dangerous.
This operation owes its comparatively high death-rate
to the fact that it has usually been done only in the
desperate cases of tight stricture of long standing.
Moreover, deep strictures, if of large calibre, are often
particularly amenable to treatment by gradual dilatation.
There is evidence, however, to show that many of them
are spectres conjured up by the presence of anterior
strictures of greater or less calibre, aud thus their rela-
tive numerical importance becomes diminished. In
every instance all anterior constrictions should be thor-
oughly removed before attention be given to the deeper
ones, which may then vanish as if by magic. Our own
limited experience also, as far as it goes, confirms the
statement that by far the largest number of strictures
are situated in the anterior portion of the urethra
within four inches of the meatus ; in other words, that
deep strictures are comparatively uncommon. The
cases which we have collected, so far as they go, illus-
trate bow unnecessary it is to leave a catheter in the
bladder after operation for stricture. Whether we
would have had a smaller proportion of chills if we
had done so is of course a mere matter of speculation,
but the retention of a catheter in the urethra does not
prevent the contact of urine with the wounded surfaces.
If this be so it is worse thau useless by the mechanical
irritation of its presence, tending to cause urethritis
and affording to micro-organisms a direct route to the
bladder.

There is no one kind of treatment which is equally
adapted to all cases, and a fair comparison of the differ-
ent methods of treatment is only to be attained by
taking into consideration the character of the cases as
well as the method of operation. Like every other
diseased condition stricture is more amenable to treat-
ment of any sort when of recent formation, or gene-
rally speaking of large calibre, but in any case it is
probable that complete division of the stricture tissue
by means of the knife offers the best chance of a per-
manent cure. Sir Henry Thompson says in the Jack-
sonian prize essay upon Stricture, " I am disposed to
think at present that a well-performed internal ure-

throtomy is more enduring in its results than any other
operative procedure."

Treatment is modified in each instance by many at-
tending circumstances, by the physical condition and
idiosyncrasies of tbe patient, by his mental attitude
towards the knife, and by the character, number, and
situation of the strictures present.

We wish to be considered as reasonable advocates of
internal urethrotomy as done by Otis's method,

—

an

Operation worthy of more attention than has been
given to it in Boston, an operation not proper in all
cases, nor always successful, but one which, when
rightly done in suitable cases, is the one of all others
which, without danger to the patient, brings to him
the most speedy relief and the best chance of a radical
cure.

In concluding, we wish to express our thanks to the
Sister Superior of the Carney Hospital for the excel-
lent care and attention which have been bestowed upon
our patients, and to Drs. Devine and Hall for their
kind and intelligent management of the cases while
under their care.

REPORT OF A CASE OF MURDER.1
BY A. ELLIOT PAINE, M. D., MEDICAL EXAMINER.

On the morning of September 26, 1879,1 was called
to Bridgewater to view the body of a man found dead
in his house. I drove down, and, with one of the
selectmen of tbe town, went to the house and found
the dead body of Justin L. Gunn lying on the floor of
a small bedroom, about eight by ten feet. The body
was face downwards, with shirt and drawers on, in a
mass of dried blood. There was no carpet on the floor,
the only furniture in the room being an old-fashioned
corded bed. There was oue window on the side of the
room, near the foot of the bed, and a door just at the
head of the bed ; there was another door at the opposite
side of tbe room. The bed was in the corner of the
room, so that it came near the door ; the foot of the
bed was drawn away from tbe wall about twelve
inches ; the bedclothes were thrown backwards, and
the front part of the bed was depressed, showing that
some one had lain there ; the pillow and depressed
portion were saturated with blood ; the head-board aud
the walls, ceiling, and door, were spattered with blood.
On investigation I learned that the deceased and his
son had been living in the place a few months, carry-
ing on a farm ; that both had their sprees, and quar*-
reled ofteu. The son had remarked he would " fix the
old man some day." The neighbors had last seen the
murdered man on the evening of tbe 24th of Septem-
ber, about ten o'clock. He was then alone in the
house. Nothing was seen of tbe lather and son ou
the 25th, and it was supposed that they had gone
away. On the morning of the 26th the neighbors
noticed the cows had not been tied up, and were un-

easy and noisy. The neighbors then looked around
the premises ; found the doors fastened. On looking
into the bedroom window they saw the blood on the
wall, and gave the alarm. In a sink in the room adjoin-
ing the bedroom, used as sitting aud dining room, there
was a small cabinet in which papers, etc., were kept.
It had been broken open, aud near it was a large
screw-driver with blood on it. I did not examine the
body at my first visit, but locked tbe house, and left it
in charge of a neighbor, and sent a telegram to the dis-
trict attorney asking for detectives. I also learned
that the sou was seen on bis way to the railroad
station (about three miles from the place) on the morn-

ing of the 25th of September.
In the afternoon of the day of the view, after getting

authority to make an autopsy, I went to the house
accompanied by the district attorney, and with the

1 Read before the Massachusetts Medico-Legal Society, February
7, 1883.
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